MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . B63-029659
DEPARTMENT OF PUBLIC HEALTH AND WEHLFARE,

Registration District No. _______-3_1_8_Frlmarv Reglatratian District Neo, _lgos__jagimar'n No. ____'2291:'_
AMENDED l’ fo. -

LI A0,
TR 51363

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB

2. USUAL RESIDENCE (Whera decessed lived. If institution: Residence before

VS 300
Rev. 4/59

Kichard L. Phillis, M,D,
USE BLACK INK
OR
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

a. COUNTY

a, STATE M-o b. COUNTY
M .

adminlon)

b. C(!)TRY {If cutside carporate limlts, give TOWNSHIP only]

TownsT,. 10ULS, MO,

Length of stay in 1b

c. CITY
OR
TOWN

ST.

Lo

ults

Inside Lirmirs

Yon )@ No O

€. FULL NAME OF {1f NOT in hospitsl, give locstion)
HOSPITAL O

.NnmnmNST LOUIS CITY HOSP. #l.

inside Limits

Yes [ Ne (O

d. STREEY

- ADDRESS
MiLNER HoTEL

[

outside, give focation)

18TH & WASH.

Reaide on Farm

Yes [J No Kl

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED First

Middle

Last

Manth Day

Yeoar

(Type or print]

GHACE

4. DATE
F

ANDREWS,

o)
DEATH

7

il

63.

5. SEX
FremaLE

4. COLOR OR RACE
WHITE

7. Marriad

8. DATE OF BIRTH

9. AGE {last birthday)

IF UNDER | YEAR

IF UNDER 24 HR

Never Married [

Widowed $ly Divorced [

Months Days

6/11/79} 84 ¥Rs.

Hours T Min.

10a. USUAL OCCUPATION

Give kind of work done
du"“EJm“ of wnrkmg life, evan if retired)

10b. KIND DF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and stale or country) 12. CITIZEN OF WHAT CQUNTRY
Quincy, lLLINOIS USA

13a. FATHER'S NAME
FRaANK

WiLson

13b. MOTHER'S MAIDEN NAME

MARY JANE SCHORR

14, NAME OF HUSBAND OR WIFE
UNK.

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

17. INFORMANT Address

NG

{Yes, no, or unknown) |Hf yes, give war or dates of rervi

E.J.ScHNUR

3125 LarayeTTe Ave.

PART . DEATH WAS CAUSED BY

IMMEDIATE CAUSE (1)

18. CAUSL OF DEATH {Enter only one cause per line for (a}, (b}, and [c).

Vtéf éfbb4£;444clgam¢dj

INTERVAL BETWEEN
OMNSET AND DEATH

Condltlony, if any, DUE TO (b).

/DZ@M by o/ @rApioze droito

which gave rise to
above cause {a],
stating the under-

lying cause  last. DUE TO {)

23 4A

PART Il.
disesse condition glven in PART 1 {

19. WAS AUTOPSY
PERFORMED?
YES [ NO

"SUICIDE HOMICIDE
0 O

OTHER SIGNIFICANT CONDITlONS CONTRIBUHNG 'IO DEATH but not related 10 the terminsl

Fd
PART I\, 1§ deceasad wan/ female was
thare a pregnan n last 90 dayy.

]T\’n l ﬂ’No l [} Unknown

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

nijury in PART | or PART ! of item 18.}

20c. TIME OF Hour
INJURY a.m.
p.m.

Month, Day, Year

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20g. PLACE OF INJURY (e.g.,
WHILE AT WORK []

NOT WHILE AT WORK [J

farm, factory, streat, offica bldg., eic.}

in or about home,

208, CITY, TOWN, OR LOCATION

COUNTY

/

h 25 673

21. | attended the deceased from

w1 L 63

Death occurred at '15 Hi

and last saw Rfr:.l alive on

71k 63

m on the date srated above, and to the best of my knowledge, from the caures siarefl.'

" Tecford T

22b. ADDRESS

2

7

[22c. DATE SIGNED

73a. BURIAL, CREMATION, | 23b, DATE

23c. NAME OF CEMETERY OR CREMATORY

1515 LAFAYELTE AVK. =Tk 63

23d. LOCATION {City, town, or cuum-y)

REMOVAL

Memori1aL Park

Sr.

REMOVAL {Specity) _ 7_[1 5/63

ADDRESS

ET

FUNERAL DIRECTOR

E£.J.SCHNUR

3125 bLaraveTTE

25. DATE RECD. BY LOCAL REG.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

working under my personal supervision. EMBA W
Student Signe /m—b/

Signature of Studant Embalmer

Licensed Embalmer No.

A o P.O. Address_
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING.
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shail sign in his OWN handwrmng
If. fhls body |s nol e{nbalmed fact should be so stated above.
‘.--.._. *H PR R S T

G

(Failure to coﬁ'lply




